branch of nursing because she liked the challenge and supposed that others had too. Mr Stevenson made the point, endorsing one of Dr Harvey's initial statements, that while elaborate equipment may look expensive it actually accounts for only about 15% of the budget in a special neonatal unit; the bulk of the cost is in nursing. In response to a direct question, he said that it costs about £300 a day to keep a premature baby in intensive care, i.e. on a ventilator, but only about half that for special care (monitoring, intravenous feeding, etc) . Care without these extras is about £80 a day. It was agreed that figures for adult intensive care are considerably higher. But Mr Stevenson pointed out that, once again, one must beware of apparently straightforward economic argument, even one based on the 'qually' (qualityadjusted life year). There was, he said, an overriding principle that 'care' is a club to which we all have some right of access, though it may be disputed that the right cannot be boundless. It would be rather hard to say to a previously healthy man of70 in need of intensive care, 'Sorry, but your qually rating isn't good enough'. However, it was generally agreed that the strongest case can usually be made out for the care of the young.
Other questioners 'touched on the need for more advice for mothers in at-risk categories, particularly those who have had previous premature births or miscarriages. Dr Rosenblatt made the point that while the prevention argument is always attractive, we do not on the whole know what causes premature births.
It was asked if more research money should be allocated to this, and Dr Harvey replied that the research should come first and the resources afterwards. He agreed that there was too much separation of obstetric and neonatal care, but felt that such problems were often best overcome on the spot by the senior staff concerned getting together.
This was a stimulating and useful discussion, with each of the main speakers being cogent and informative in their own field. It seems on reflection, however, rather a pity that the statistics cited all related to the United Kingdom, with a brief excursion into the Commonwealth. Since there has been criticism in recent years of Britain's success rate with neonates, not in comparison with her own past but in comparison with other EEC countries, it might have been illuminating ifthis aspect ofthe subject had also been raised. 
Gillian Tindall Richard Lansdown

Medicolegal aspects of accident and emergency medicine
Keywords: malpractice; insurance, liability; expert testimony January saw the inauguration of the Royal Society of Medicine's newest Section, that of Accident & Emergency Medicine, with Dr Vera Dallos as its first President. The inaugural symposium that followed, on 'Medicolegal aspects of accident and emergency medicine', was chaired in the morning by Mr David Wilson (President, Casualty Surgeons Association) and in the afternoon by Dr Dallos.
The philosophy ofcompensation
Professor Patrick Atiyah (Professor of English Law, Oxford) stated that law is based on the concept of fault. Lawyers stress that it is not a moral concept but lay people may think it is. He pointed out that in attributing blame, the legal definition of fault is the absence or failure to use reasonable care or skill. Reasonableness in the legal context is judged objectively. This does not mean perfection or total absence of mistakes, and the wrong treatment is not necessarily negligence. In some cases judges have to decide which of two medical witnesses is right, but that is different from adjudicating between two schools of thought, The standard ofskiU to which a patient may be entitled varies, Levels of reasonableness must be identified. Doctors may be accused of negligence when they do not think they have done wrong. It was stressed that judges in Britain are generally sympathetic to the medical profession in, medical negli-gence, as compared with judges in the United States. They are aware that it is easy to be wise after the event.
How then are damages and compensation calculated? In Britain they are generous once the legal fault is proved. Professor Atiyah pinpointed the three main heads of damages:
(1) Potential lost earnings attributable to the injury.
(2) Cost of medical and nursing expenses; this may be assessed on a private basis. (3) Non-pecuniary loss, i.e, pain and suffering; this includes discomfort and loss of amenities. It would seem that people buy insurance on a fault basis. It would not be too difficult to develop a no-fault system. The question arose whether there should be a no-fault compensation scheme in Britain. Such a scheme exists, for example, in Sweden, but the Swedes have a problem in their definition of medical misadventure. He concluded that the system is unlikely to change in Britain in the near future unless the initiative comes from the medical profession.
America tomorrow
Dr David Youel (Professor of Medicine, American University of the Caribbean) referred to the fact that many lawyers in the United States specialize in medical malpractice and some in one particular specialty of medicine. Medical malpractice suits are common in the United States: there were 2.5 per 100physicians in 1976,and this rose to 16 per 100 in 1984. The average award for those cases going to trial was $420000 in 1978,and increased to $8BO 000 in 1983. Out of 100 suits filed, 50 are dismissed, 40 settled by private agreement and one in 10 goes to trial. Lawyers receive 40-50% of the settlement. The patient is the minor beneficiary, usually ending up with only 19%, the rest going on expenses. The direct result of the high litigation and awards has been an escalation of malpractice insurance schemes. The most expensive State in which to practise is Florida, where the average practitioner pays a malpractice insurance premium of $15 000 per annum: an orthopaedic surgeon pays $108000, an obstetrician $135000, and a neurosurgeon $170000. In most States, however, the premium is about half this.
The cost of medical care has therefore increased: 85% of people have a medical insurance scheme and medical care is becoming more limited. Some surgeons prefer to restrict their practice to safer areas. Standards have improved in some emergency rooms, some emergency rooms have closed and others refuse to accept trauma.
There are two substrate components in this high litigation. One is real need and the other real greed. Doctors sometimes refuse admission of patients from emergency rooms. The American experience would seem to indicate that medical malpractice claims will increase in the UK. The increase in defence premiums in the UK followed a pattern which began in the USA a decade ago. It would seem that the only feasible and effective solution is the institution of no-fault medical malpractice insurance.
Deadly problems
Dr P M Knapman (HM Coroner, Inner West London) reported that the law appears to be unable to cope with a number of problems. There is no certificate of the fact of death. A certificate records the cause of death and surprisingly a doctor is not required to see the body after death. Moreover, it may not be appreciated that the place of death is not registered from what the doctor states, butfrom what the informant states. The usual practice is for the Registrar of Deaths to ask the informant (usually a relative) to provide details of the place, date and time of death. The date of death 'as stated to me' is written on the certificate. Particulars come from the 'Coroner's certificate after inquest'. A police surgeon may certify death at the time the body is found, but the patient may have died the previous night, or the time of death may be unknown. When did the patient die? The time of suicide may be relevant. For example, the time of death depends on the evidence offered to the jury, and the jury decides. A further problem is the patient on a life support machine in the intensive care unit: is he/she dead when put on the life support machine, or when this is switched off?This may have interesting consequences as when for tax reasons a patient could be kept 'alive'. Is a patient dead at the time of a transplant? Brain death appears to be a medical concept rather than a legal one. The law has not kept up with recent changes in medicine. ,
The medicolegal report Dr R N Palmer (Deputy Secretary, The Medical Protection Society) commented that a medicolegal report may be factual, containing the description of a patient's condition and treatment, or an opinion with expert interpretation of facts and a prognosis, or a mixture of both fact and opinion. Great care must be taken before dictating a report. An essential preliminary is to ensure that no breach of confidentiality ensues. Consent must be given by the patient. The document may be subject to legal privilege, seen only Police often request a report, but they have no authority to demand a report from a doctor. However, there may be exceptional circumstances. Guidelines have been agreed between the BMA and the Association of Chief Police Officers.
When a death has been reported to the Coroner, a doctor should offer reasonably necessary information to the Coroner. Often this is collected verbally by the Coroner's Officer, but a written statement may be sought in the event of an inquest. Advice may be obtained from a protection society before statements are submitted to HM Coroner. Statements should be written in the first person singular rather than in impersonal terms. A statement should be a factual narrative avoiding comment, speculation and opinion.
Fees for medical reports may be set by Statute or Regulations; otherwise in theory most are negotiable. The BMA Handbook offers guidance. The fee may be limited in legally aided cases and payment may often be delayed. In civil cases without legal aid, the fee is one for negotiation between the doctor and the solicitor. Doctors should discuss the level of the fee before accepting the commission. Levels of fees are variable and depend on the complexity of the case, the time spent on correlating the clinical information and the expert's 'rarity factor'. The fee note should be separate and not included in the medical report. The role of the doctor as witness is to assist the Court to the best of his/her ability by giving honest, impartial, unbiased, clear and relevant evidence. The doctor enters the witness box and is required to take the oath or affirm. He/she stands with medical notes in hand and waits to be questioned. In a Magistrates Court the Prosecutor is usually a solicitor, but in Crown Court a barrister. Usually the doctor's statement or evidence is a straightforward recitation; however, cross examination by the lawyer is often necessary. The doctor's demeanour and dress should be appropriate to the occasion. He/she should be calm and patient and answer only what is asked and always allow the-judge or magistrate to complete his notes, i.e. watch his pen. The doctor must stay in the field of his own expertise, and avoid the use of confusing medical terminology, jargon or abbreviations that may be incomprehensible to lay persons: a 'bruise' is better understood than a 'contusion'. In the event of an inquest the Coroner may then request the attendance of the doctor. The purpose of the inquest is to discover where, when and by what means the deceased came to his/her death. Doctors must answer questions with honesty and clarity, referring to notes when necessary. When standards of medical care are at issue, doctors should consult the Medical Protection Society/Medical Defence Union and may obtain advice and be legally represented at the inquest.
The medical witness
Near misses
Professor R J Audley (Professor of Psychology, University College London) presented a pilot investigation funded by the Medical Protection Society of the incidence and causes of potential mishaps entitled 'Avoidable mishaps in medicine', The project consists offour components:
(1) The analysis of records of mishaps and literature review.
(2) Observational studies initially in accident & emergency.
(3) A confidential reporting system. (4)The attribution of causes and responsibilities for mishaps. Studies of aircraft accidents support a classification of the human factor into: (1)staffdispositional factors; (2) system factors -training, briefing, equipment; (3) acute manisfestation interacting with personality. These lead to mishaps through the agency of various cognitive failures.
The first component establishes a database on mishaps. Special report forms are being introduced: Part 1 is the relevant medicolegal data; Part 2 is voluntary and confidential to the research team and requests relevant A&E information. Observational study has been on the accuracy of senior house officers (SHOs) during the six months in A&E for: (a) interpretation of fracture X·rays; and (b) diagnosis of abdominal pain. X-ray data were collected during the nights and weekends when radiological opinion was not available. The study is therefore about SHOs and not the department; indeed, the study depends upon the hospitality of departments in which performance is regu-larly monitored. Of fracture X-ray abnormalities, 34% were missed and 38% of these were clinically significant; i.e. there were 12.9% clinically significant missed abnormalities. Earlier studies give a clinically significant error rate of 2% based on all X-rays, and on this basis the figure would be 2.3% for this study. No improvement in performance over six months was observed. Cognitive (e.g. mental speed), personality and mood measures have been collected, and will be correlated with the incidence of errors. Progress so far indicates the value of collaboration between doctors and psychologists in analysing errors and seeking remedies. Ultimately, the most practical tool for reducing hazards will be a good theory of cognitive failure. Professor A Prader (Zurich) was the chief guest at this symposium organized jointly by the Prader-Willi Association (UK) (PWSAUK) and the Forum on Mental Retardation of The Royal Society of Medicine, London.
Writs and grumbles
Clinical aspects
In a comprehensive introductory review of the Prader-Willi syndrome (PWS), which was first described thirty years ago, Professor Prader stressed the value of the pre-and perinatal history: decreased fetal movement is usually present and the incidence of breech delivery is high, Neonatal hypotonia is an invariable accompaniment of PWS. The tendon reflexes are absent in the neonatal period, but become obtainable later. In discussion, Dr J Stephenson (Glasgow) considered that neonatal diagnosis was based on the combination of the characteristic neurology and the dysmorphism. Professor V Dubowitz (London) pointed out that despite hypotonia and feeding difficulties, Prader-Willi babies do not have respiratory problems. Poor feeding is the result of feeble sucking rather than disturbed swallowing. Aspiration is rare. Professor Prader also mentioned the neonate's occasional difficulty with sticky saliva, a problem sometimes persisting into adulthood.
